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The Honorable J. Millard Tawes
Governor of Maryland
Annapolis, Maryland

Dear Governor Tawes

:

The Committee on Medical Care recently adopted the accom-
panying report, and it is transmitted to you through the Planning
Commission. This report was prepared in response to your request

for a study of the State's organization for health.

This report recommends the creation of a State Board of

Health and Hospitals which would not be administrative or advi-

sory, but which would be responsible for setting policy. This Board
would replace the present State Board of Health, the Mental
Hygiene Board of Review, and the Mental Hygiene Advisory Board.

The Planning Commission concurs in the recommendations set

forth in this document.

Sincerely yours,

James J. O'Donnell
Director, Planning Department
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Dear Mr. Meyerhoff

:

It is my pleasure to transmit the report of our Subcommittee

on Organization for Health, a study undertaken at the request of

Governor Tawes.

The subcommittee's unanimous report was adopted by the

Committee on Medical Care on June 10, 1960.

Substantive changes are recommended in the organization of

Maryland's health services. We believe the implementation of these

recommendations will provide an effective framework for the de-

velopment, administration, and coordination of health activities.

Sincerely yours,

George H. Yeager, M.D., Chairman
Committee on Medical Care
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INTRODUCTION

The Committee on Medical Care was asked by the Governor

on April 28, 1959, to undertake a broad review of Maryland's

organization for public health. It was requested that the Committee

include in its consideration of the general topic at least four specific

questions

:

1. The scope of activities for which the State's public health

agency should be responsible.

2. The proper role of a Board of Health for the State public

health agency, with particular regard as to whether it

should be advisory or executive.

3. The proper composition of the Board of Health in order to

discharge its responsibilities effectively.

4. The general organizational pattern which should be followed

by the State public health agency, with particular regard

to the proper levels of government at which various ele-

ments of public health policy should be determined and
administered.

The Committee, in accepting the charge, felt that its recom-

mendations should offer solutions applicable to certain future prob-

lems as well as provide answers to current needs.



CHAPTER ONE

CONCLUSIONS AND RECOMMENDATIONS

Conclusions

The subcommittee believes that the State of Maryland, and

each of its political subdivisions, both now and in the foreseeable

future, should accept the responsibility to

:

1. Provide the environmental safeguards necessary to the

health of its citizens, including the regulation and inspec-

tion of food and milk supply, drugs, water supply, sewage
disposal, the health aspects of home and working conditions,

nursing and care homes, hospitals, medical centers, and

places of public accommodation.

2. Control, as far as possible, the incidence of communicable

diseases.

3. Provide adequate preventive and treatment medical serv-

ices, including hospital services for acute conditions, for

its citizens who are indigent or medically indigent.

4. Maintain facilities and services for the care of its citizens

who suffer from chronic disease, including mental illness

and tuberculosis, and who suffer from other illnesses for

which there are no other adequate facilities or services in

the State.

The subcommittee believes that the health needs of the citizens

of Maryland could be served more effectively and economically. The
subcommittee also believes that the existing administrative organ-

izations, which are rigidly compartmentalized, will not be able to

adapt to the changing conditions now predictable in the area of

medical care. Finally, the subcommittee believes that the total an-

nual budget for health purposes will become progressively larger,

thus emphasizing the need for wisdom, responsibility, and efficiency

in the State's organization for health. In order to serve these pur-

poses, the subcommittee makes the following recommendations.



Recommendations

1. A Department of Health and Hospitals should be created with

responsibility for the operation of

:

a. chronic disease hospitals

;

b. mental hospitals;

c. tuberculosis hospitals;

d. institutions for the mentally retarded

;

e. medical, hospital, and home care programs for the indigent

and medical indigent;

f. all other functions currently found within the Department

of Health and the Department of Mental Hygiene.

2. A State Board of Health and Hospitals should be created and

made responsible for establishing the policies of the Depart-

ment, and overseeing their application. This Board would

replace the present State Board of Health, the Mental Hygiene

Advisory Board, and the Mental Hygiene Board of Review.

3. The State Board of Health and Hospitals should enact regula-

tions governing the public health and conduct any required

hearings regarding compliance with those regulations.

4. The State Board of Health and Hospitals should consist of

eleven (11) members appointed by the Governor with the

advice and consent of the Senate. Board members should be

outstanding citizens with a demonstrated interest in matters

relating to health. Of the eleven (11) Board members, at least

three (3) but not more than five (5) should be physicians, and

at least one (1) of the physicians should be a psychiatrist. In

the appointment of Board members, the Governor should take

into account the health needs of the various areas of the State.

No local or deputy State health officer, or elected or appointed

governmental official, should be eligible for Board membership,

nor should there be any ex officio members.

5. Board members should be appointed for terms of six (6) years

each. The terms should be staggered, members to be appointed

every two (2) years in groups of four (4), four (4) , and three

(3), respectively. At least one (1) physician should be among
each group of appointees. No Board member should serve more

than two (2) full terms. Board members should serve without

compensation.



6. The Board should elect its Chairman and Vice-Chairman every

two (2) years at the first meeting following the appointment

of members.

7. The Department of Health and Hospitals should be adminis-

tered by a Commissioner of Health and Hospitals, who should

be nominated by the State Board of Health and Hospitals to

the Governor for appointment. The Commissioner of Health

and Hospitals should be a physician. He should serve during

good behavior.

8. The Commissioner of Health and Hospitals should serve as

Secretary of the Board, but not as a voting member of that

body.

9. The organizational structure of the Department of Health and

Hospitals should be the responsibility of the Commissioner of

Health and Hospitals, subject to approval by the Board.

10. The appointment of directors and commissioners for major
programs should be made by the Commissioner of Health and
Hospitals, with the approval of the Board. Initially, under the

Commissioner of Health and Hospitals, there should be a Com-
missioner of Mental Hygiene and a Commissioner of Health

to administer the existing working organizations. The com-
missioners should serve during good behavior.

11. Advisory councils should be created by the Board to advise the

Commissioner of Health and Hospitals, and to report from
time to time to the Board, on technical and professional matters.

Should changing conditions obviate the need for any council,

the Board should have authority to discontinue it. Initially,

there should be at least five (5) councils: Council on Medical

Care, Council on Preventive Health, Council on Mental Hy-
giene, Council on Dental Health, Council on Environmental
Hygiene.

12. Prior to receiving State funds, the health programs of all

political subdivisions should be subject to annual review and
approval by the State Board of Health and Hospitals.



CHAPTER TWO

SIX GUIDE LINES TO PUBLIC HEALTH

There are six guide lines essential to the development and

maintenance of good health programs. They will affect the policies

of the new Department, and to some extent its organization. They

constitute the ground from which our recommendations have been

developed.

1. Interrelatedness of Medical Services

The human body is a complex organism, composed of many
systems, each of which inter-acts with the others. Each system,

while definable as to its special function—nervous, respiratory,

skeletal, muscular, etc.—relates to and depends upon the other

body systems. Because of this interrelatedness and interdependence,

medical problems should be viewed with an integrated perspective.

The patient's total medical needs should be kept constantly in mind.

Specialist care, essential to the treatment of disease and mal-

function in some of the systems, should always relate to the total

needs of the body. Otherwise, the individual's medical requirements

are fragmented, the systems of the body tending to be treated in

special hospitals in remote areas where the organization and mode
of practice may not be attuned to the other clinical needs of pa-

tients. This leads directly to the social crippling so prevalent in our

mental and chronic disease and tuberculosis hospitals today. It

leads ultimately to bad medical care, for symptoms in one body

system may well indicate a medical problem in some other body
system which is normally diagnosed and treated by a different type

of medical specialist. We would emphasize that while the lack of

attunement to the total clinical needs of patients is a weakness of

the special hospital approach, many private institutions have care-

fully avoided the pitfalls and provide excellent care.

The importance of an intimate interrelationship between medi-

cal specialties cannot be overstated. To maintain a balanced per-

spective toward an individual's medical care needs and to assure

quality in medical services, it is essential that all medical disci-

plines be closely coordinated, with each specialty's clinical approach

constantly available to, and reviewed and challenged by, the medical

community.



Communities have met the need for integrated services largely

through their general hospitals. There, the various specialty serv-

ices (surgical, medical, obstetrical, pediatric, psychiatric, etc.)

operate in concert with each other under a single board and ad-

ministrator. Patients being treated in one service find their other

clinical needs met from the other services. Consultation and joint

treatment are facilitated. Communications are augmented by regu-

lar clinical staff conferences. Professional review committees pro-

vide regular checks on the quality of care. The organization, in

sum, works to maintain an integrated approach to the multiple

medical needs of patients. It makes difficult any attempt, or

tendency, to fragment patient care.

To a lesser extent, communities have sought to integrate serv-

ices further by the development of non-institutional services such

as nursing homes, home care programs, clinics, and preventive

health programs. It is recognized more and more that an adequate

range of services must include these elements, for they can ap-

preciably reduce the need for institutional care, and allow for the

earlier discharge of many patients who require some institutional

care during the course of their treatment.

Our recommendation for a single department is directed to-

ward an integrated system of medical care. It is designed to meet
all clinical needs of a given patient and to prevent both social

crippling and incomplete medical care, which are by-products of

the fragmented approach to patient needs. It is designed in par-

ticular to achieve a more desirable integration of community and

institutional services.

In this regard we might single out for amplification the

position of mental illness, because it has traditionally been treated

separately from the mainstream of medical practice. Essentially,

mental illness is a medical problem with therapy determined and
directed by physicians. Recent research into the metabolic factors

in mental illness, as well as the increased professional awareness
of psychosomatic illnesses, suggests that the ties of psychiatry to

medicine are basic and essential, and recognition of this needs to

be strengthened. Physicians who are not psychiatrists need greater

knowledge and involvement with the problems of the mentally ill,

and psychiatrists need greater involvement with the other medical
disciplines. Without this, research and treatment will tend to be
fragmented and difficult to interrelate, and the physician's ability
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to meet a patient's total therapeutic needs will be seriously dimin-

ished.

2. Medical Research

Medical research is an essential component of good public

health programs, for research provides the means by which we can

more successfully cope with the health problems of a growing and

changing population.

This subcommittee believes that the State will benefit greatly

by supporting medical research for the following reasons

:

First, it has been repeatedly observed that an active research

program serves as a stimulus to all personnel involved with medical

care.

Second, whenever the State assumes the responsibility of car-

ing for certain diseases, it takes under its control most of the clin-

ical material which would serve as a basis for research. This places

an obligation upon the State to use this material, or to make ifc

available to others, for research purposes. Otherwise, definitive

research in the prevention and cure of these diseases is seriously

limited ; the State has, of course, an economic and social interest in

both objectives.

Third, private financial resources for medical research can-
not meet the total need. More and more, funds should come from
Federal or State tax sources. If these funds are not forthcoming,
research into the causes and treatment of certain diseases may have
to be deferred.

Merely to suggest, however, that the State has a responsibility

to support medical research is not enough. What kind of research
will it support? This question is quite relevant because there is

research today which is poorly organized and misdirected. The
State Board of Health and Hospitals should consider, therefore,
the creation of a research advisory group which would be respon-
sible for reviewing proposed research projects, and advising the
Department concerning the scope and direction of research activ-
ities within the Department and of research activities supported by
the Department in research institutions.



3. University Relations

The Department of Health and Hospitals should maintain an

intimate, cooperative relationship with the institutions of higher

learning, and in particular with the medical schools. The facilities

of these institutions can provide the State invaluable counsel in

program development and case management, and facilitate the con-

tinuing educational development of the physicians in State service.

The latter is essential for the maintenance of qualitative medical

care programs.

Through the interest of the medical schools and their assist-

ance in the care of patients in State facilities, both the level of

medical care in these facilities and the development of research

and medical education will be forwarded.

4, The Role of Government in Public Health

The basic objective of State and local health programs is to

maintain, and to improve where necessary, the public's health.

Traditionally this has meant that government will provide certain

services for its citizens. Environmental hygiene, communicable dis-

ease control, indigent medical care programs, and facilities and
services for the chronically ill—^these are well established as a

proper function of government in Maryland.

In view of the growing health needs of our population, it

might be well to emphasize several points regarding the future

development of services and the role of government.

First, government should perform necessary health functions

in both preventive and treatment services only to the extent that

they are not and cannot be made available through individual or

community (non-governmental) resources.

Second, the services performed by the various levels of govern-

ment should complement each other. As a general rule local gov-

ernment should be the unit to develop, or recommend the develop-

ment of, new services, since it is in the best position to determine
local needs. Establishment of State-wide public health standards
and a qualitative review of local and regional services should be
made by the State, with the advice and assistance of local govern-
ment. This type of relationship would provide for a system of gov-
ernmental checks and balances.
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Third, the ability of local health units to cope with the many

health problems would be enhanced if each unit had a board of

health to provide competent guidance in the various health fields,

particularly with respect to preliminary planning and program

evaluation. Such boards would benefit from citizen representation

and from liaison with the local governing body.

If the State follows these three points, there can develop an

orderly health system where the various levels of public health

services complement each other and in turn supplement the other

services available in the community at large. Each would have its

proper role to play, and changes could be effected with a minimum
of strain.

5. Communications

The ability of the State's health organization to function ef-

fectively will depend on how well its programs are understood, not

only by the component units but also by the voluntary agencies,

general hospitals, the medical profession, and the public. Develop-

ing this understanding is a major departmental responsibility

which cannot be delegated. Continuing responsibility must rest

with the Commissioner, who should meet it with assistance from

his deputies and a staff of technical experts. It should be noted that

while many of the techniques of public relations (manuals, articles,

personal contacts, etc.) would be employed to effect understanding,

this is not a publicity or a frill operation. Failure to instill under-

standing through a sound communications program inevitably re-

sults in misunderstandings, opposition to program development, in-

efficiency, and inadequate service. To a considerable extent, both

the Health and Mental Hygiene departments have failed in this

regard.

6. Determining Departmental Objectives

In a democratic society the purposes for which a governmental

unit exists should properly be determined by the people, usually

through their Governor and legislative representatives. Formula-
tion of ultimate objectives is not the prerogative of the department
itself.

Departmental policies should therefore be compatible with the

overall objectives which have been set for it. Responsibility rests



with the department, however, to counsel the Governor and the

Legislature as to what the objectives should be. Such counseling is

most usually presented through the department's plan and budget.

The subcommittee enunciates these elementary points only

because governmental units often fail to bear them in mind, and

the State is sometimes committed to new objectives by the adoption

of seemingly innocuous proposals.

There is, of course, no certain way to prevent usurpation of

authority other than by maintaining constant awareness as to the

importance of a clear separation of powers within government.

Both of the present departments, Health and Mental Hygiene, have

maintained their proper role in the power structure of government,

and we see no reason why the new Department should not follow

the example of its predecessors.

Maintaining an appropriate balance between objectives and
policies can be facilitated by legislative review. Considering the

magnitude of the health programs, the Maryland Legislature might
well deem it advisable to create Senate and House committees on
health to review in depth health objectives and programs.
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CHAPTER THREE

DISCUSSION OF RECOMMENDATIONS

1. A Department of Health and Hospitals should be created with

responsibility for the operation of chronic disease hospitals;

mental hospitals; tuberculosis hospitals; institutions for the

mentally retarded; medical, hospital, and home care programs

for the indigent and medical indigent; all other functions

currently found within the Department of Health and the

Department of Mental Hygiene.

Historically, the great advances in tax supported medical care

in Maryland have occurred as a result of the progressive, adminis-

trative integration of the concerned programs.

Clinical medical services were initiated from time to time under

the spur of emergency needs, or to satisfy awakened humanitarian

impulses. No over-all plan was adopted, and the institutions that

were built were supported and administered by separate govern-

mental units. Prior to 1920, for example, the State had constructed

a series of mental hospitals, each under its own board, and several

tuberculosis hospitals supervised by a Tuberculosis Commission.

The City of Baltimore had built for its indigent citizens a group of

institutions which included an almshouse, a general hospital, a

tuberculosis sanitorium, a mental hospital, and a contagious disease

hospital; these institutions for the ill and destitute were then op-

erated under the supervision of a Board of Charities and Correc-

tions. The counties of Maryland had set up almshouses operated

under the direction of the county commissioners. Medical care in

the home, in the physician's office, and in the outpatient clinic

(when such was available) was provided to the indigent only

through the philanthropy of the individuals, groups, and insti-

tutions concerned. Care of the indigent in voluntary general hos-

pitals was either at the hospital's expense or only in small part

financed by tax funds.

Since 1920 there has been a great expansion of tax supported

medical services in Maryland, both in the category of new State

and community hospitals, and in the provision of outpatient clinics

for special diseases and conditions. State supported programs now
pay for medical care of the indigent and medical indigent in ttieir

homes, in physicians' offices, in outpatient clinics, and in general

11



and special hospitals. Financial support is also furnished for special

programs, such as the diagnostic and evaluation centers for handi-

capped children and adults who have multiple disabilities, in order

to evaluate their potential for rehabilitation and to recommend

suitable therapy. Such expansions of service are evidence of the

acceptance of a new concept of governmental responsibility for a

complete program of medical care for the indigent and medical

indigent.

Concurrent with these developments, there has been a growing

recognition that the administration of a complete program of

medical care could not be efficiently carried out if the various

segments of the program were operated by separate and unrelated

administrative authorities. All of the previously independent mental

hospitals have now been integrated under a State Department of

Mental Hygiene. The county almshouses have been almost com-

pletely abolished and their place taken by the three chronic disease

hospitals administered by the State Department of Health. The
tuberculosis hospitals, formerly under the independent Tuberculosis

Commission, have now been placed under the State Department of

Health, as has the administration of payments to voluntary hos-

pitals (formerly handled by the State Department of Public

Welfare). Finally, and most recently, a study conducted by the

Springfield State Hospital has demonstrated the value of integrating

community preadmission and aftercare services with the programs
of the mental hospital ; the rate of readmission to the hospital was
significantly lowered.

Past experience in Maryland illustrates the important advan-
tages of placing the component parts of the program of total

medical care under one administrative body, rather than under
divided authority. Each step toward integration of services is

marked by improved care, or more efficient operations, or both. It

appears that the time is now appropriate for the complete integra-

tion of services under a new State Department of Health and
Hospitals, since the administrative problems of the present De-
partment of Mental Hygiene and the Department of Health are in

many particulars similar—hospital administration, outpatient
clinics, care homes, foster homes, and follow-up care in the com-
munity after discharge.

The medical needs of patients are, after all, multiple. The
problem in the individual patient may be predominantly mental, or

12



cardiovascular, or pulmonary. But each patient requires considera-

tion of the less obvious problems he presents. Psychiatric insight

is required to evaluate the depression of the chronic cardiac.

Specialized experience is required to assess the importance of

abnormal chest roentgenograms in a young schizophrenic. The

brittle diabetic with active pulmonary tuberculosis presents a diffi-

cult problem. Every State hospital requires consultant services from

a variety of medical specialties. A unified approach and procedure

in obtaining such services offers interesting possibilities for raising

the level of medical care. The present separation of these medical

facilities by departments and by bureaus hampers their full, effec-

tive use in the treatment of patients. The various units have become

rigidly compartmentalized and unable to respond to the changing

needs of the patient. Coordination is restricted because of legal and

budgetary barriers and because of divided authority.

Recommendations to overcome budgetary and some of the legal

barriers were recently made by the Subcommittee on Policies and

Financing of Maryland's Medical and Hospital Programs. The
question of divided authority can be remedied by creating a De-

partment of Health and Hospitals, to combine the activities of the

existing Health and Mental Hygiene departments. Under the di-

rection of a Commissioner of Health and Hospitals, who would be

aided by a Board which should set policy and approve major re-

organizations, there can be a realignment of functions to assure the

complete coordination of all medical services. In this way the total

medical needs of all patients can be met, regardless of the type of

institution in which a patient is located. The emphasis would be on
meeting patient needs ; the artificial barriers erected by departments
and bureaus would be removed.

A realignment of functions within a Department of Health
and Hospitals can also serve to break down the excessive emphasis
and value which have been placed by society upon the institution.

Until this takes place, the efficacy of our health efforts will be
seriously diminished. The willingness to accept a new building as a
substitute for research, for knowledge, and for community action

often suggests eagerness to get problems solved by getting them out
of sight. This is a deceptive approach. It is evident that this approach
is not completely successful when one considers that 71% of the

patients in our four mental hospitals were classified (as of July 1,

1959) as custodial boarding cases, not under active treatment. A

13



large number of these patients represent the accumulation over a

period of years of those who have not responded to treatment.

It is obvious that attention must be focused on active treatment

to assure the eventual return of such patients to the community.

This is not to suggest that institutions are not needed. The
need for them is considerable, and will continue within the fore-

seeable future. But, a balanced perspective is needed. The institution

should not be a repository for castoffs from the community. The
cost is high when one considers all of the elements which are re-

quired for one year's maintenance of a patient. The institution

should be viewed in its proper perspective as but one episode in

the programmed care of most patients. It should be a flexible or-

ganization, able to cope with the changing patterns of disease, not

restricted by law as to the ailments it shall treat. It should be a

medical resource, analogous to a community general hospital, to

provide comprehensive care, but always oriented to the return of

the patient, whenever possible, to the community and home.

A realignment of functions within a Department of Health

and Hospitals can provide for the efficient coordination of medical

services to meet the multiple needs of patients.

2. A State Board of Health and Hospitals should be created and
made responsible for establishing the policies of the Depart-

ment, and overseeing their application. This Board would re-

place the present State Board of Health, the Mental Hygiene
Advisory Board, and the Mental Hygiene Board of Review.

The new Department will be responsible for the health of over
three million people. It will serve as guardian of the public health

through drug and food control, sanitation, school health, and the

other important functions of local health services. It will ad-

minister thirteen medical institutions—which include mental hos-

pitals, tuberculosis hospitals, chronic disease hospitals, and an in-

stitution for the mentally retarded. It will be intimately involved

with the financing of general hospitals throughout the State by
virtue of its payments for hospital care of indigents and medical
indigents. Its operating budget initially will be in excess of forty

million dollars, and may well increase over the years. It might be
noted, however, that such increases would not be brought about

14



because of the new organization, but could be expected to occur

even under the existing system.

An operation of this magnitude should have a public board to

determine what the Department's policies shall be, and to make

certain that the policies are implemented as established. To assure

that this is done properly, policy and administrative functions

should be clearly separated. A Board, not concerned with day-to-day

operational problems, can do a better job of establishing sound

policy : its decisions would not be affected, and its time would not

be dissipated, by administrative irrelevancies and minutiae. The

departmental administrators, moreover, would tend to be more

sensitive to existing and emerging problems, knowing that they,

and not the Board, will be held accountable.

The need for a policy Board is in part demonstrated by the

statutory limitations of the State Board of Health and of the two

boards serving the Department of Mental Hygiene—the Board of

Review and the Advisory Board

:

a. State Board of Health

The State Board of Health sets policy, and is adminis-

tratively responsible for the Department. It is remarkable

that the Board has functioned as well as it has, considering

that it has had to concern itself with administrative details

which could—if law permitted—^be handled within the De-

partment proper.

Sound administrative practice requires that administra-

tive decisions be the responsibility of operating personnel,

not of a Board. The Board's function should be to provide

policy direction in the attainment of agency objectives, and

to appraise the effectiveness of decisions made by the agency

in relation to policies and objectives. The Board should be

the check on administrative affairs, just as the Governor

and the Legislature are checks on the Board.

b. Board of Review ; Advisory Board

The Department of Mental Hygiene has two boards,

neither of which has clearly defined responsibilities.

The Board of Review is a visiting committee, charged

with visiting each of the institutions twice a year. Since its
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creation in 1949 its reports have largely been ignored. One
might surmise that its intended function is simply to assure

the State that "snake pits" do not exist in Maryland.

The Advisory Board is the technical advisory group to

the Commissioner. It has not functioned successfully largely

because it is advisory to a single person who has respon-

sibility for both policy and administrative matters, a com-

bination which is inadvisable for a Board, let alone for a

single administrator. In the Department of Mental Hygiene,

there is no effective medical or administrative check on the

decisions of the Commissioner. As recently illustrated, the

Department's organizational structure—which did not re-

quire any board approval—was not able to function to fill

the breach created by the incapacitation of the late Com-
missioner. There was, moreover, no competent body which
could step in to set policy for the Department during this

period.

3. The State Board of Health and Hospitals should enact regula-

tions governing the public health and conduct any required

hearings regarding compliance with those regulations.

The need for a body to enact health regulations, and to hold

hearings regarding them, has been demonstrated by the State Board
of Health in a variety of controversial cases. The controversies

developed from the inability of some communities to see beyond
the inconvenience and cost of certain projects which the State

Board of Health felt were necessary for the public's health. The
Board's independence enabled it repeatedly to remain firm despite

the pressures and clamor. Were it not for the Board's firmness, the

public's safety would have been compromised many times with
disastrous results. Enforcement of regulations should be carried

out by the Commissioner. If he meets with refusal to comply, the

proper legal authorities should be notified.

4. The State Board of Health and Hospitals should consist of

eleven (11) members appointed by the Governor with the

advice and consent of the Senate. Board members should be
outstanding citizens with a demonstrated interest in matters
relating to health. Of the eleven (11) Board members, at least

three (3) but not more than five (5) should be physicians, and
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at least one (1) of the physicians should be a psychiatrist. In

the appointment of Board members, the Grovemor should take

into account the health needs of the various areas of the State.

No local or deputy State health officer, or elected or appointed

governmental official, should be eligible for Board membership,
nor should there be any ex officio members.

The subcommittee does not believe it necessary to establish

rigid requirements for membership on the Board, but the need for

general competency is obvious. The Governor, in appointing these

members, should consider the various public responsibilities in such
fields as dentistry, hospital administration, nursing, pharmacy,
radiation control, and sanitary engineering. Technical guidance
can be given to the Board, as required, by the Department's staff,

and by the advisory councils. The advisory councils (see Recom-
mendation #11) may be especially helpful to the Board in fulfilling

its quasi-legislative and quasi-judicial functions.

It is essential, of course, that the Board be able to exercise

independent judgment concerning the health needs of the State.

For this reason the subcommittee does not believe that appointed
or elected officials should be designated, particularly local or
deputy State health officers. The need for this restriction is ap-
parent when one considers that a great many governmental units

relate in some way to the health programs of the State, and that
many would be dependent on the Department of Health and Hos-
pitals for financial aid. It is a well-accepted principle that no one
should be in the position of serving as judge and jury as to the
adequacy of programs which they themselves administer.

The subcommittee considered at length the question of geo-
graphical representation. It was concluded that regional represen-
tation might be advantageous if it were done in relation to areas
which have special health problems, rather than by the areas which
are customarily designated. This approach would permit the Gov-
ernor to designate some appointees on the basis of the different

health problems which may develop from time to time in changing
areas.

5. Board members should be appointed for terms of six (6) years
each. The terms should be staggered, members to be appointed
every two (2) years in groups of four (4), four (4), and three
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(3), respectively. At least one (1) physician should be among
each group of appointees. No Board member should serve more

than two (2) full terms. Board members should serve without

compensation.

The recommended manner of appointing Board members fol-

lows the procedure currently in practice for appointment to the

State Board of Health. This has proved a satisfactory method. It

provides for continuity of membership and should be continued.

The subcommittee assumes that the initial appointments to the new
Board will be suitably staggered at two (2), four (4), and six (6)

year terms. The two (2) term limitation was felt advisable: it is

in keeping with current concepts of administration which seek to

encourage the development and effective use of new talent. On the

theory that turnover is healthy, the limitation as to service on this

Board would assure orderly development and change.

6. The Board should elect its Chairman and Vice-Chairman every

two (2) years at the first meeting following the appointment

of members.

The positions of Chairman and Vice-Chairman are extremely

important, and will require extensive work on the part of the desig-

nated persons. Since the Board members will be in the best position

to determine the most able and suitable individuals, and particularly

the ones with whom they can work best, it is felt that the Board
should elect them from among its members. A new election every

two years has the advantage of enabling new Board members to

participate in the selection of Board officers, and will also provide

a check against dominance by any one chairman.

7. The Department of Health and Hospitals should be adminis-

tered by a Commissioner of Health and Hospitals, who should

be nominated by the State Board of Health and Hospitals to the

Governor for appointment. The Commissioner of Health and
Hospitals should be a physician. He should serve during good
behavior.

Current medical needs require a high degree of coordination of

services. The best assurance for this coordination is a single ad-
ministrator, responsible to the Board and to the Governor for the
proper performance of the Department.
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The position of Commissioner requires a broad knowledge of

medical and public health problems, and of hospital practice. Com-
petence in clinical medicine is not necessary since the Commissioner

will not be treating patients. His role will be that of an administra-

tor who can deal with the multiple administrative problems in the

fields of general medicine, psychiatry, and public health. The
medical needs of the mental patients will be determined by the

psychiatrists; the needs of the tuberculosis patients will be deter-

mined by the thoracic physicians ; the needs of the chronic disease

patients will be determined by the physiatrists and other specialists

in chronic disease. Clinical judgment will decide in each area. It

will be the job of the Commissioner to make certain that the needs

of each clinical area are met, subject to the policy set by the Board,

and that programs are suitably coordinated to assure that each

area Mall secure the required assistance from the other.

8. The Commissioner of Health and Hospitals should serve as

Secretary of the Board, but not as a voting member of that

body.

This recommendation stems from the obviously close liaison

which will be necessary between the policy and administrative

branches of the Department. Since the Commissioner is the person
who will have to carry out Board decisions, it is appropriate that

he serve as Secretary of the Board and take part in their dis-

cussions. He should not be a voting member, however, for this

would compromise the desired separation of policy and administra-

tive functions.

9. The organizational structure of the Department of Health and
Hospitals should be the responsibility of the Commissioner of

Health and Hospitals, subject to approval by the Board.

The Commissioner, if he is to be held responsible for the De-
partment, must be given latitude in organizing it. Such legal re-

quirements as the designation of bureaus, or of the type of illness

certain hospitals shall treat, should not be spelled out in law.

The health needs of the State change from time to time. Tuber-
culosis, for example, is no longer a major medical scourge on the
community. Mental illness already shows signs of a declining need
for prolonged institutional care, but a concurrent need for increased
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community and home care services. As our health needs change,

therefore, our health organization, including the use made of

various institutions, should be able to adapt accordingly. The need

for a flexible system suggests the necessity for leaving the organi-

zational structure to the Commissioner, with a check on his judg-

ment provided by requiring Board approval for major changes.

Upon the appointment of the Commissioner, feasibility studies can

be initiated to ascertain the most advantageous type of organization.

Reorganization can be effected as is deemed advisable. Health and

Mental Hygiene business functions, for example, can and probably

should be consolidated at an early stage. Improved coordination

between local and institutional services might be marked for early

accomplishment. Special attention might be directed toward organ-

izing the rapidly growing programs which purchase care from

community resources.

10. The appointment of directors and commissioners for major

programs should be made by the Commissioner of Health and

Hospitals, with the approval of the Board. Initially, under the

Commissioner of Health and Hospitals, there should be a Com-
missioner of Mental Hygiene and a Commissioner of Health to

administer the existing working organization. The commis-

sioners should serve during good behavior.

The power of appointment to all positions within the Depart-

ment, below that of Commissioner of Health and Hospitals, should

rest with the person who will supervise the appointed individual.

This is an elementary point of proper administrative practice. It

facilitates good supervision by eliminating some potential problems,

and it enables a supervisor to be selective as to the people with
whom he must intimately work and for whose work he is respon-

sible. Board approval of appointments should be required for di-

rectors and commissioners of major programs.

11. Advisory councils should be created by the Board to advise the
Commissioner of Health and Hospitals, and to report from time
to time to the Board, on technical and professional matters.
Should changing conditions obviate the need for any council,

the Board should have authority to discontinue it. Initially,

there should be at least five (5) councils: Council on Medical
Care, Council on Preventive Health, Council on Mental Hygiene,
Council on Dental Health, Council on Environmental Hygiene.
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Advisory councils can appreciably aid the development and

maintenance of sound health programs by providing to the De-

partment independent technical and professional advice. The value

of such bodies has been well-demonstrated by those currently at-

tached to the Department of Health.

The size of the recommended councils and the terms of appoint-

ment should be determined by the State Board of Health and

Hospitals. At least one (1) Board member should serve on each

council to facilitate liaison with the Board. Council members should

serve without pay. The five (5) recommended councils should be

established in the following manner

:

a. A Council on Medical Care to be responsible for advising on

the formulation of policies for the administration of the

existing Medical Care Program and on the future develop-

ment of medical and hospital care programs in the State.

The members of this Council should be appointed by the

State Board of Health and Hospitals with due regard for the

predominant and emerging medical problems in the State.

b. A Council on Preventive Health to be responsible for advis-

ing primarily on preventive medical matters. The members
of this Council should be appointed by the State Board of

Health and Hospitals with due regard for the predominant

and emerging medical problems in the State.

c. A Council on Mental Hygiene to be responsible for advising

primarily on psychiatric medical matters. The members of

this Council should be appointed by the State Board of

Health and Hospitals with due regard for the institutional

and non-institutional needs of the mentally ill and for the

problems of the mentally retarded.

d. A Council on Dental Health to be responsible for advising

on dental health matters. The members of this Council

should be appointed by the State Board of Health and Hos-
pitals with due regard for the predominant and emerging
dental health problems.

e. A Council on Environmental Hygiene to be responsible for

advising primarily on environmental hygiene matters. The
members of this Council should be appointed by the State

Board of Health and Hospitals with due regard for the pre-
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dominant and emerging environmental hygiene problems in

the State.

The subcommittee has limited its recommendations to five (5)

councils. Each could, of course, appoint—with the Board's per-

mission

—

ad hoc subcommittees, members of which need not be

members of the council. The Board could also appoint, at its dis-

cretion, such other councils as it may deem advisable. We caution,

however, against the excessive use of such bodies: council recom-

mendations should not be substituted for the normal processes of

decision-making which are a departmental responsibility and which

need to be singly identified, nor should the councils be allowed to

usurp the normal planning functions of the Department.

12. Prior to receiving State funds, the health programs of all

political subdivisions should be subject to annual review and
approval by the State Board of Health and Hospitals.

The political subdivisions of the State have many common
health problems, use jointly a variety of State-run institutions, and
receive a substantial amount of financial aid from the State. Sub-

mission by each of an annual plan and budget to the State Board of

Health and Hospitals will provide the means for a qualitative,

technical review of local programs. This will enable the State to

assist the subdivisions in improving their services, as well as offer-

ing an opportunity to facilitate the coordination of programs
throughout the State. Local health programs would benefit greatly

in this connection if each subdivision would create a local board of

health to provide competent guidance in the various health fields.

It would be well for the State Board of Health and Hospitals to

encourage their creation.
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"We feel that there will never be adequate organization of personal

care services in the State until there is an adequate structure link-

ing the essential services in what resembles a web more than a

chain. One test of the structure will be ivhether, when trouble

asserts itself in a home anywhere in the State, the procedures

undertaken will flow into each other as simply as if the case were

being handled by a single agency, tvhen in fact, State, County,

municipal and private agencies and institutions may all be deeply

involved and participating.

"The advance of science since 1918 has taught us how vast are the

gaps in our knowledge and understanding of the human personality.

We have failed often enough, so that ive have learned not to use

the word 'cure' lightly. What plans we develop now must be capable

of absorbing the contributions of widely different scientific dis-

ciplines. They must penetrate across Departments in Trenton, and
they must reach down into remote communities. The difference

between the old philosophy of custodial institutions and the philos-

ophy of a closely coordinated family of institutional and community
services has a profound administrative significance."

from Organization for Social Welfare

in New Jersey; Report of the

Commission to Study the De-
partment of Institutions and
Agencies, 1959.








